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Foreword 


Probably the most difficult period in the process of 
developing a community health programme is the 
earliest stage of the planning when the basic objec- 
tives and the main activities are laid out. How does 
One actually begin? If the community health pro- 
gramme is going to be faithful to,the principles of pri- 
mary health care (PHC), one certainly needs a good 
deal of background information before the planning 
can really begin. That information must be more than 
simple demographic evidence, although this is essen- 
tial. lt needs to be more than a listing of the main dis- 
eases to be treated, although this, too, is vital; and it 
must go beyond the data which can be provided by 
epidemiological surveys. 


First of all, how can one make use of all the raw data 
that accumulate during the course of such studies and 
surveys? There must be an interpretive process which 
projects the programmatic implications that emerge 
from the data. The design of the programme should be 
built in part on the results of this process. Secondly, 
can one translate all this into a programme that meets 
the needs of the community to be served? 


Substantial literature is already available in books and 
articles on the essential elements of community 
health programmes and how to-go about 
implementing them. These can be very helpful in 
providing a framework within which to begin the plan- 
ning process. But, if plans are being laid for a com- 
munity health programme, something more is 


needed. There is an inherent individuality in com- 
munity health work which must be fostered to the full 
to allow the complete involvement and _ self- 
expression of the community. 


In the previous issue of CONTACT, dated June 1977, 
there was a section describing this important dimen- 
sion of primary health care: the socio-cultural- 
economic dimension. The deepest roots of a prop- 
erly conceived primary health care programme lie 
within the very fabric of the community. How does 
one go about making the most of the participation and 
involvement of the people themselves? How does one 
go about maximizing the potential that lies within the 
community to identify the needs and to be involved in 
their solution? 


Dr Helen Gideon, formerly a staff member of the 
Christian Medical Commission, for the last three years 
a consultant in the Department of Community Health 
of the Voluntary Health Association of India, has been 
concerned with these questions for many years. In the 
course of assisting in the planning process for 
countless community health projects, she has evolved 
some clear insights into the process of ‘making the 
community diagnosis’’. She has contributed the fol- 
lowing article at the invitation of the CMC, and has set 
out a scheme by which some of the basic data can be 
interpreted and the implications for the programme 
developed. Ways by which community behaviour and 
the uniqueness of a given cultural context can find 
expression in the health care system have also been 
explored. 
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MAKING THE COMMUNITY DIAGNOSIS 


The Point of Departure for Community Health Programmes 


Helen Gideon, MBBS, MPH 


“In most developing countries, leaders have not yet given much thought to a well-tailored answer to the needs of 
their people. Yet an independent diagnosis could be of more benefit than a borrowed remedy ....’”’ 


Dr T Adeoye Lambo, Ibadan, Nigeria 
Deputy Director General, 
World Health Organization 


Introduction: 


Community diagnosis is a comprehensive assessment 
of the state of an entire community in relation to its 
social, physical and biological environment. The pur- 
pose of this diagnosis is to determine problems and to 
set priorities for planning and developing programmes 
of care for the community. 


The process of diagnosis is a continuous learning 
experience, both for the programme coordinator and 
the community. It enables him/her to adjust or alter 
the programme for optimum effectiveness. It allows 
the community to become gradually aware of its 
existing situation. It also enables the community to 
understand, at its own pace, the potential advantages 
of change, which eventually leads to alterations in 
attitudes, values and behaviour. 


There are certain segments of community diagnosis 
that are hard measurable facts, such as age and sex 
distribution, occupation and_ literacy _ status, 
prevalence of diseases, land holdings, irrigational 
facilities, sanitary conditions, etc. Equally important 
are those aspects which cannot be measured, but 
need to be determined and borne in mind, such as the 
customs, beliefs, taboos, attitudes and values 
towards various situations. Furthermore, one needs to 
be aware of the overall organizational pattern of the 
community within which there are several sub- 
organizations (e.g. castes) with their own values and 
patterns of conduct. Each sub-organization is 
intricately interrelated to the other and to the overall 
community, thereby affecting its entire behaviour. 


When considered in all its aspects, community 
diagnosis may seem an unassailable task, yet it is a 
simple process that develops gradually and only 
requires keen perceptiveness, observation and study 
of the facts obtained. 


The diagnostic steps are more or less similar to those 
used in the identification of a disease in a patient. 
However, some fundamental differences exist. In the 
case of a patient, he is aware of a problem. He takes 
the initiative for advice and submits to whatever he is 
subjected to. The community, on the other hand, may 
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or may not be aware of a need/problem. Rarely does 
the community as a whole take the initiative to seek 
advice for collective care. Nor can remedial measures 
be imposed. In fact, active collaboration is an essen- 


tial requirement for diagnosis and programmes of & 


care for communities. 


Yet another difference is that the disease of a patient 
is invariably a pathological condition treated as a 
malady of the patient alone, often unrelated to his 
environment. The conditions identified in a com- 
munity cannot be treated as isolated occurrences, as 
each one is linked to a host of other interrelated fac- 
tors. For example, prevalence of malnutrition in a 
community not only calls for treatment of the people 
suffering from malnutrition, but also calls for attention 
to other matters such as food habits, inequality of land 
ownership, feeding practices, taboos, economic 
status, large or poorly spaced families, inadequate 
agricultural practices, etc. These are some of the 
areas which would need attention if comprehensive 
care for malnutrition were to be undertaken. 


Suggested steps towards Community 
Diagnosis*: 


|. Library reconnaissance: This is the study of 
what is known about the area. Information is 


usually available for a wider area than selected. 
Facts about birth and death rates, type of land, 
type of crops grown, occupational patterns, lit- 
eracy rates, etc. may be easily obtained. 


Other than government offices, local voluntary 
agencies active in the field may have information 
that is useful. Occasionally, special programmes 
or research studies have been conducted in the 
area or similar areas. The results of these need to 
be studied for possible relevance and application. 


*The selection of a population is a topic on its own 
and is not considered in this paper. The suggested 
steps for community diagnosis are for a selected 
population willing and keen for active collaboration. 


Field reconnaissance: This involves field visits 
to the selected area to determine the specific local 
situation. There may be facts known but not 
recorded: e.g. an obvious prevalent medical con- 
dition, a local irrigational problem, a_ social 
problem. On the other hand, there may be 
strengths in a community or a richness in the 
environment which should be noted. Field recon- 
naissance calls for: 


— informal meetings and discussions to allow the 
community to: 
i) voice areas of interest/concern; 
ii) determine the ways in which the community 
is dealing with the areas of concern/plans to 
deal with them/may be indifferent to them. 


An attempt should be made to establish what is 
possible with internal (local) resources and the 
extent to which outside intervention is needed. 


— discussions with the community to explain the 
need for accurate data, such as the extent and 
severity of conditions ‘‘of concern” before 
planning and development of programmes. 


—a search for ways in which such data can be 
obtained, seeking active community participa- 
tion and the formation of working committees. 


100.0 percent: all ages 
total population 


3.51 percent: 60 years 
of age and over 


55.84 percent: 
15-59 years of age 


40.65 percent: 
O-14 years 
of age 
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Ill. Surveys: 


1. Basic demographic survey: Most directors 
of community care programmes undertake a 
basic demographic survey to determine age, 
sex, occupation, literacy of a community. Such 
information is an excellent indicator for leads to 
community diagnosis, but, unfortunately, not 
every programme makes full use of such data. 
The following few points are made to illustrate 
the value of such data: 


a) The information about age and sex indi- 
cates to a diagnostician probable lines of treat- 
ment. For example, if a married woman aged 
30 has irregular bleeding, the physician con- 
siders the possibility of a threatened abortion. 
But if a woman aged 70 comes with the same 
symptoms, the physician will suspect malig- 
nancy. 


Similarly, in a community, the age-sex distri- 
bution aids community diagnosis and indicates 
the programmes likely to be required. As 
an example, consider the population of Sri 
Lanka (") — Fig. 1* 


*This pattern of age and sex distribution is common in 
most developing countries. 
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Population of Ceylon (now Sri Lanka) by age and sex: 1955. 


The distribution brings out the following facts: 


Observations Diagnosis 


1. Population under 5isthelargest Population with high birth rate. 


group. 


2. Population 0-14 years ofageis | Highnumber of dependent 
40.65%. population, resulting in drain 
on earning members and 
indicating poor economic 
status. 


3. Steep steps from one age group’ High death rates. 
to the next. 


4. Population 15-59 years is Large fertile age group. 
55.84%. 
(Information for 15-44 years not 
available.) 

5. Population 60 years + is only Small numbers of people 
3.51%. over 60. 


Programme Indication 


Family planning. 
Maternal care. 

Problems associated with 
frequent child birth. 


Consideration of ways and means 
to increase economic situation 
(improving technology of existing 
occupation and trade to increase 
productivity; introducing other 
crafts/training that may be 
feasible). 


Need to determine causes of 

morbidity and mortality. Need 

for primary medical care and @ 
referral care. 


If ina 1000 population the 
biological state of women in age 
group 15-44 is as follows:(?) 


22% pregnant at one time; 
27% in post partum amenorrhoea; 
53% menstruating; 


then it becomes possible to plan 
for numbers that will need 
antenatal and postnatal care, and 
also those who will need to be 
contacted for family planning 
advice. 


Programmes for geriatric 
problems are not a priority. @ 


Another example of age and sex distribution gives quite another nature. Attention is drawn to Fig.2 
leads to community diagnosis and programmes of Population of Berlin('’) by age and sex in 1946. 


100.0 percent: all ages 
total population 


18.05 percent: 60 years 
of age and over 


63.67 percent: 
15-59 years of age 


18.29 percent: 
0-14 years of age 


Males Percent Females 


FIGURE 2. Population of Berlin, by age and sex: 1946. 


Observations Diagnosis Programme Indication 
1. Low proportion of population Low birth rate. Less need for family planning 
under 5. programmes with less emphasis on 
maternal and child care programmes. 
2. Population 0-14 yearsofageis | Lower proportion of dependent Problems likely to be those of affluent 
18.29%. population as compared to Sri societies. 
Lanka, possibly higher economic 
status. 
3. Population 15-49 years of age is Community with single parent Clubs for recreation and 
63.67%. families; problems of teenage occupational facilities for adults. 
Imbalance of sex ratio, especially and young children. Child creches. 
between 20-35 (result of lossof Problems of lonely adults. Youth clubs. 
males in World War Il). Fewer births. Teenage activities. 
4. Population 60 years ofage and _—_ High proportion of older Programmes needed for geriatric 
over is 18%. people. problems. 


Though this age-sex distribution of Berlin is atypical, 
yet in specific areas of the developing world, the men 
of the family leave home for as many as six to eight 
months of the year, grazing cattle, working in factories 
or harvesting other people’s crops— resulting in 


problems of single parent families similar to Berlin 
population in 1946. 


It is recognized that not every programme coordinator 
can do such a detailed analysis of large populations, 
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but it is possible to do sample surveys and simplify the record forms most suitable for his own programme. 
recording and analysis of data to get relevant informa- However, a simple one is suggested below for con- 
tion. Naturally, each project coordinator will design sideration and adaptation as necessary. 


Census Record 


Number 
House No. of Age & sex 


Under 5 15-44 45-64 Total 
m | F M | F 
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families 


From such a record, it is simple to determine the total tioned or indicated by surveys are problems in 
number of children under five, the numbers in the reality. To this end, special surveys are required 
child-bearing age and the older age groups. for final diagnosis. 


b) Information on the occupational pattern of 
a community indicates economic status and 
occupational hazards to be expected. More- 
over, one becomes aware of the community's 
pattern of life which indicates the hours of work 
and thereby the leisure time during which one 
can make contact with the people. 


The surveys can be on a sample basis if the pop- 
ulation is too large and/or if resources are 
limited. The process involves responsible par- 
ticipation and involvement of all sectors of the 
community, coordination of efforts and 
development of cooperative working arrange- 
ments in order to understand, identify and 
resolve problems, and to make intermediate 
and long-range plans to achieve goals. (3) 


c) Determination of literacy status will indi- 
cate to the project coordinator the type and 
content of media required for communication 


. . ene 4 
in. the’ develoomient process. The objectives of a specific survey (*) can be 


illustrated by the following example. During 
field reconnaissance, malnutrition in children 


2. Specific Surveys: It is necessary to establish was observed. After discussion with the com- 
whether specific conditions observed, men- munity, a survey was undertaken. 
The objectives of a specific survey: Possible community diagnosis (not exhaustive): 
1. To ascertain the extent to which a problem affects 1. One third of all children under five are 
the people. malnourished. Prevalence rate: 33% of children 


under five are malnourished. 


2. To assess resources available for remedial action. 2. Milking animals in community. Vegetables, sugar- 
cane and peanuts grown. Poultry farms. Space 
available for kitchen gardens in most homes. Active 
youth clubs. 
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3. To locate persons or groups interested or opposed 


to the solution of the problem. 


4. To examine difficulties to be overcome. 


5. To find possible, feasible remedies. 


6. To determine adequacy or inadequacy of other 


agencies in area to deal with the condition. 


These observations lead to a community 
diagnosis which, in turn, calls for a programme 
of community care. Some_ steps _ for 
implementing such a programme are listed 
below. 


1. Discuss, suggest, plan steps for a method of 
work by which a feasible solution can be 
applied to identified problems. 

2. Set intermediate and long-range plans. 

3. Develop operational procedures involving the 
community. 

4. Consider a time period when effectiveness 
can be measured. 

5. Determine an educational process for the 
workers and the community. 


lV. Attempts to comprehend community be- 


haviour: 


Certain areas of community diagnosis, such as 
community organization, attitudes, beliefs and 
values, are difficult to measure, but they are of 
vital importance, and the task is essential, 
because the behavioural pattern of the com- 
munity depends upon them. Special preparation is 
required to create an awareness of these areas. 
When problems identified by surveys have been 
listed and priorities and feasibility established, 
programme plans can then be considered. Infor- 
mation concerning attitudes, beliefs and practices 


3. Labourers interested, specially for supplementary 


food. Landowners opposed: they are well to do and 
believe the children are well fed. 


. Inadequate diet/diet habits of low and high castes. 


Vegetables, milk, eggs, sold not eaten. 
Peanuts and Jagari (cane sugar) considered 
harmful. 

Belief that a child can only be given breast milk 
until teeth have erupted. 

Poor economic state. 

Closely spaced children. 

Malnutrition not recognized. 


. Health education: demonstration of value of 


peanuts, and other available food. 

Advising certain items of food permissible before 
teething. 

Education for recognition of malnutrition. 

Family planning for greater spacing. 

Determine ways of greater income by improving 
technology of occupation — introducing crafts and 
feasible training. 


. Local government health centre from where 


supplementary food can be obtained. 
Primary health care can be given at centre. 
Local practitioner, non-allopathic, could 
collaborate. 

Untrained midwife could be trained. 


is required for each activity proposed. To obtain 
this, social calls should be planned to represen- 
tative groups. For example, if in the selected pop- 
ulation 50% of the people belong to farming 
families, 25% to schedule castes and 25% to 
other castes, then the plan should be, if possible, 
to pay social calls in the same proportion, i.e. if 20 
calls in all are to be made, then 10 should be to 
farmers, 5 toschedule castes and 5 to other castes. 
Such information cannot be obtained by regular 
surveys; it is best done by social calls paid to 
members of the community at their leisure. The 
conversation should be listened to with patience 
and gently guided to areas of concern. 


The following questions are examples of how 
information may be obtained in order to determine 
beliefs, attitudes and practices. 


a) Weaning diet: At what age do mothers in this 
village give babies foods other than breast 
milk? What do they start with? Do land- 
owners/labourers do the same? Do you think 
this is the best? Did you do the same? Do you 
know some mothers give babies mashed vege- 
tables as early as four months? What do you 
think of that? 

b) Attitude to family size: What is considered a 
small family — too few children? Why? What is 
considered a large family — too many children? 
Why? What would you consider the “right” 
size? 
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Under the shade of a tree, a family planning worker uses a series of picture cards to tell a story to a group of villagers. (Photo: Derick Garnier, 
National Christian Council of India.) 


c) Attitude to a specific medical condition detect- 
ed, e.g. tuberculosis/leprosy: In this village 
some families’ have cases of tuberculo- 
sis/leprosy. How is it that these families got 
this disease? Could they have avoided getting 
it? Do you think they need attention? Where? 
Have they sought/accepted it? Why not? Would 
you feel that other members of the family are 
likely to get this disease too? Is there any way 
to prevent this? 


Attention is drawn to a few points: 


— the above are simple, preplanned guidelines for 
direction of conversation. 

— interviews should be conducted by a responsi- 
ble person who does not attempt to interpret 
what is said, and yet has a sensitive ear to note 
relevant information given but not asked for. 

— record keeping or taking notes during a visit 
often mars the atmosphere of a social call, and 
genuine responses are not obtained. Diligent 
recording after each call is therefore recom- 
mended. 

— if more than one person is conducting such sur- 
veys, some standardization needs to be estab- 
lished for comparison. 


— accumulation of irrelevant data serves no use- 
ful purpose. The only information required is 
that which can be used for concrete action. @ 


As one can see, the steps suggested for commu- 
nity diagnosis are similar to those required for 
patient diagnosis: 


Steps towards community diagnosis: 


1. Library reconnaissance; 

2. Field reconnaissance; 

3. Survey (a) basic demographic survey; 
(b) specific survey; 

4. Community behaviour; 

5. Diagnosis. 


Comparable steps towards patient diagnosis: 


1. History taking; 
2. Symptoms and probing for greater detail; 
3. (a) Basic data for diagnosis leads; 
(b) Examination and investigations; 
4. Other factors affecting patient; 
5. Diagnosis. 


(*) 


(*) 


Batten and Batten(°®) quite rightly say: “A commu- 
nity development worker may need to acquire 
technical skills, but his primary and basic skill is 
working with the people. This is a particularly diffi- 
cult and complex skill to acquire — no one commu- 
nity or group is quite the same as the other. One 
lesson is that in field work it is the people, not the 
worker or his agency, that is in control’. 


Community diagnosis is a much greater challenge 
than patient diagnosis. For those that accept the 
challenge of learning and developing themselves 
as well as the community, the job satisfaction is 
immeasurable. 
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CMC NOTES 


CMC would like to draw readers’ attention to a most 
interesting booklet, ‘Community Health in Asia — A 
Report on Two Workshops”, published in June 1977 
by the Christian Conference of Asia, Committee for 
Health Concerns, and edited by Susan B Rifkin. 


The report may be obtained from: 


Christian Conference of Asia 
Committee for Health Concerns 
c/o Hong Kong Christian Council 
57 Peking Road, 4/F 

Kowloon 

Hong Kong. 


The price of this publication is US$ 1.00 for those in 
the developing world, and US$ 2.00 for those in 
industrialized nations, plus postage and packing. 


Re 


CMC is pleased to report that the World Health Orga- 
nization, Geneva, has recently set up a programme on 
Appropriate Technology for Health. 


A special pamphlet, ‘Forward Together — Appropri- 
ate Technology for Health”, which describes this new 
venture in some detail will be sent direct from WHO to 
all regular readers of CONTACT. 
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